Colloid cysts are the most common benign neoplasms of the anterior third ventricle, mostly located at the level of the foramen of Monro and can often manifest as sudden onset headache or loss of consciousness. These cysts often have a well-defined cyst wall, mucinous or watery intracystic fluid and have a fairly good plane with the surrounding parenchyma. Occasionally, intracystic haemorrhage can lead to xanthogranulomatous inflammatory changes within the cyst resulting in focal thickening of the cyst wall and adhesion to the surrounding structures. Here we describe a case of xanthogranulomatous colloid cyst which is a very rare variant of colloid cyst.
A 26-year-old lady was admitted with complaints of multiple episodes of loss of consciousness for the past one year. Previously, she had been evaluated elsewhere for headache about 13 years ago and was diagnosed with obstructive hydrocephalus secondary to an anterior third ventricle cyst. Her symptoms had subsided following a biventricular ventriculoperitoneal shunt. Preoperative neurological and neuropsychological evaluation in the current admission was normal.
Magnetic resonance imaging (MRI) of the brain with gadolinium showed a 2.6 Â 2.5 Â 2.0 cm 3 rounded cystic lesion in the anterior third ventricle at the level of the foramen of Monro. It was predominantly hyperintense on T1-weighted and T2-weighted imaging ( Figure 1 ). T2-weighted imaging showed areas of heterogenous hypointensity in the inferior aspect of the cyst wall. This was seen as hypointensity on the T1-weighted sequences. There was no enhancement post-contrast, but there was evidence of haemorrhage within the cyst as suggested by blooming on the susceptibilityweighted imaging (SWI) sequences (Figure 2 ). The ventricles had been adequately decompressed and the shunt tubes were in situ. The possibility of colloid cyst vs craniopharyngioma was considered based on radiological findings.
She underwent a right frontoparietal craniotomy, interhemispheric transcallosal approach and radical excision. Intra-operatively, the foramen of Monro was blocked by a cyst which contained mucoid material and fluid which had the consistency of machinery oil. It had a fairly good plane with the surrounding structures except inferiorly where the plane was ill-defined and the cyst was adherent to the fornix. The cyst was however totally excised. Histopathological examination showed a cyst wall composed of fibro-collagenous tissue lined by flattened to focally stratified epithelium with occasional cells demonstrating intracytoplasmic mucin (Periodic acid Schiff (PAS) with diastase positive). There was a florid xanthogranulomatous inflammation comprising of cholesterol clefts, aggregates of foamy macrophages, lymphocytes and foreign body type giant cells along with foci of calcification, recent and old haemorrhages (Figure 3) . The biopsy was reported as xanthogranulomatous colloid cyst. The post-operative period was uneventful except for transient memory disturbances. At the three-month followup there was improvement in her memory.
Discussion
Colloid cysts are the most common benign neoplasms of the anterior third ventricle. They account for 55% of anterior third ventricular neoplasms and 0.5-1% of intracranial neoplasms.
1 They are usually located at the level of the foramen of Monro and are known to obstruct the foramina intermittently, resulting in episodic acute raising of the intracranial pressure, which clinically manifests as headache or sudden episodes of loss of consciousness. 2 These cysts are thought to be congenital and the cell of origin has been variously described as choroid plexus, ependyma and primitive neuroectoderm. Microscopically they are lined by cuboidal or ciliated columnar epithelium. 3 Very rarely one can find a xanthogranulomatous reaction in a colloid cyst, which is a response to desquamation of the epithelial lining and subsequent lipid accumulation. 4 Another possible explanation is that the granulomatous inflammation is a tissue response to intracystic haemorrhage. 5 Two-thirds of the colloid cysts are hyperintense on T1-weighted sequences and a vast majority are isointense on T2-weighted sequences. Some demonstrate a peripheral rim enhancement following contrast administration. 6 The MRI of the brain in our patient had shown a rounded cystic lesion in the anterior third ventricle at the level of the foramen of Monro, a location characteristic of a colloid cyst. The signal intensity on T1 and T2 were as described in the literature, but interestingly there was heterogeneous signal intensity inferiorly in T2-weighted images with evidence of haemorrhage within the cyst.
The presence of blood within these cysts triggers a characteristic xanthogranulomatous inflammatory response, which is seen as heterogeneous signal intensity on MRI. 4 The presence of such atypical features should alert the surgeons to consider alternative diagnoses such as an atypical colloid cyst or a cystic craniopharyngioma. Surgical management of these lesions may be challenging as they have a poor plane with the surrounding brain because of the inflammatory reaction. Hence, in such cases, it is rather a safe option to consider subtotal cyst excision to avoid damage to the fornix. 5, 7 Careful aspiration of cyst contents is advocated to avoid spillage, as there have been reports of aseptic meningitis and vasospasm in the postoperative period. 
Conclusion
The presence of atypical features such as altered signal intensity in the wall of an anterior third ventricle cyst needs careful evaluation and proper presurgical evaluation. The tendency among surgeons is to look at the consistency of the contents of a colloid cyst to see if it is watery or mucinous. However, it is also important to look for atypical features in the capsule such as a heterogeneous focal zone as this would offer clues to the possible diagnosis and provide valuable information about the plane of the cyst with the surrounding parenchyma, thereby aiding in the appropriate surgical decision making. 
